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DISCLOSURES

Objective of 
presentation:

Diabetes 
Treatment using 

updated 
Guidelines

1. Participants will be able to identify the 17 key areas 

discussed in the ADA SOC guidelines and understand 

how to download the ADA Standard of Care App. 

2. Participants will be able to utilize the ADA SOC 

guidelines  to find evidence-based treatment 

modalities for diabetes and related comorbidities. 

3. Participants will be able to utilize  “ the use of 

glucose lowering medications …”  algorithm to 

provide evidence-based medication management for 

their patients with type 2 diabetes. 
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ADA Standards of 
Care App
Get the Standards of 
Care App in the App 
Store for iOS or 
Google Play for 
Android for up-to-
date 
recommendations 
and interactive tables 
and algorithms.

The American Diabetes Association’s 
Standards of Care in Diabetes—2026  

This slide deck contains content created, reviewed, and approved by the American Diabetes Association® (ADA). You are free to 
use the slides in presentations without further permission as long as the slide content is not altered in any way and appropriate 
attribution is made to the ADA (the ADA's name and logo on the slides constitutes appropriate attribution). Permission is required 
from the ADA for any commercial use or for reproduction in any print materials (contact permissions@diabetes.org). 

Intended to provide clinicians, 
patients, researchers, payers, and 
other interested individuals with the 
components of diabetes care, 
general treatment goals, and tools 
to evaluate the quality of care.

Standards of Care 
in Diabetes—2026
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2. Diagnosis and Classification of Diabetes

Table 2.1

Diagnosis and Classification of Diabetes: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49
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2. Diagnosis and Classification of Diabetes

Table 2.2

Diagnosis and Classification of Diabetes: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49

Classification (continued)

▪ Type 1 diabetes (due to autoimmune β-cell destruction, usually leading to absolute insulin 
deficiency, including latent autoimmune diabetes in adults)

▪ Type 2 diabetes (due to a nonautoimmune progressive loss of adequate β-cell insulin 
secretion, frequently on the background of insulin resistance)

▪ Specific types of diabetes due to other causes, e.g., monogenic diabetes syndromes, 
diseases of the exocrine pancreas, and drug- or chemical-induced diabetes

▪ Gestational diabetes mellitus (diabetes diagnosed in the second or third trimester of 
pregnancy that was not clearly overt diabetes prior to gestation or other types of diabetes 
occurring throughout pregnancy, such as type 1 diabetes)

11

2. Diagnosis and Classification of Diabetes
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2. Diagnosis and Classification of Diabetes

Table 2.5

Diagnosis and Classification of Diabetes: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49
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2. Diagnosis and Classification of Diabetes

Table 2.6

Diagnosis and Classification of Diabetes: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49
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2. Diagnosis and Classification of Diabetes

Table 2.8

Diagnosis and Classification of Diabetes: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49

Section 3.

Prevention or Delay of Diabetes and 
Associated Comorbidities

(https://doi.org/10.2337/dc26-S003)
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Overall Recommendations

3.1 In people with prediabetes, monitor for the development of diabetes at least annually; modify 
frequency of testing based on individual risk assessment. E 

3.2 In people with presymptomatic type 1 diabetes, monitor for disease progression using A1C 
approximately every 6 months and 75-g oral glucose tolerance test (i.e., fasting and 2-h plasma 
glucose) annually; modify frequency of monitoring and consider augmenting with other glycemic 
assessment tools such as continuous glucose monitoring metrics based on individual risk assessment 
based on age, number and type of autoantibodies, and glycemic metrics. E

21

3. Prevention or Delay of Diabetes and Associated Comorbidities

Lifestyle Behavior Change for Type 2 
Diabetes Prevention
3.3 Refer adults with overweight or obesity at high risk of type 2 diabetes to a diabetes prevention 
program to achieve and maintain a weight reduction of at least 5–7% of initial body weight through a 
healthy reduced-calorie eating pattern and ≥150 min/week of moderate-intensity physical activity. A

3.4 Prescribe an evidence-based eating pattern (e.g., Mediterranean, low carbohydrate) to individuals 
with prediabetes to prevent type 2 diabetes. B 

3.5 Offer diabetes prevention programs to adults at high risk for type 2 diabetes. A Diabetes 
prevention programs should be covered by third-party payors, and inconsistencies in access should 
be addressed. E 

3.6 Based on individual preference, certified technology-assisted diabetes prevention programs 
through smartphones, web-based applications, and telehealth can be effective in preventing type 2 
diabetes and should be considered. B

22

3. Prevention or Delay of Diabetes and Associated Comorbidities

Pharmacologic Interventions to Delay 
Type 2 Diabetes
3.7 Metformin for the prevention of type 2 diabetes should be considered in adults at high risk of type 
2 diabetes, as typified by the Diabetes Prevention Program, especially those aged 25–59 years with 
BMI ≥35 kg/m2, higher fasting plasma glucose (e.g., ≥110 mg/dL [≥6 mmol/L]), and higher A1C (e.g., 
≥6.0% [≥42 mmol/mol]), and in individuals with prior gestational diabetes mellitus. A 

3.8 Consider using metformin to prevent hyperglycemia in high-risk individuals treated with a 
phosphatidylinositol 3-kinase α (PI3Kα) inhibitor (e.g., alpelisib and inavolisib). B

3.9 Consider using metformin to prevent hyperglycemia in high-risk individuals treated with high-dose 
glucocorticoids. B

3.10 Consider periodic assessment of vitamin B12 levels in individuals receiving long-term metformin 
therapy, especially in those with anemia or peripheral neuropathy. B

23

3. Prevention or Delay of Diabetes and Associated Comorbidities
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Prevention of Vascular Disease and 
Mortality
3.11 Prediabetes is associated with heightened cardiovascular risk; therefore, screening for and 
treatment of modifiable risk factors for cardiovascular disease are suggested. B 

3.12 Statin therapy may increase the risk of type 2 diabetes in people at high risk of developing type 2 
diabetes. In such individuals, glucose status should be monitored regularly and diabetes prevention 
approaches reinforced. It is not recommended that statins be avoided or discontinued for this adverse 
effect. B

3.13 In people with a history of stroke and evidence of insulin resistance and prediabetes, pioglitazone 
may be considered to lower the risk of stroke or myocardial infarction. However, this benefit needs to 
be balanced with the increased risk of weight gain, edema, and fractures. A Lower doses may 
mitigate the risk of adverse effects but may be less effective. C

24

3. Prevention or Delay of Diabetes and Associated Comorbidities

Person-Centered Care Goals

3.14 In adults with overweight or obesity at high risk of type 2 diabetes, care goals should include 
weight loss and maintenance, minimizing the progression of hyperglycemia, and attention to 
cardiovascular risk. B 

3.15 Pharmacotherapy (e.g., for weight management, minimizing the progression of hyperglycemia, 
and cardiovascular risk reduction) should be considered to support person-centered care goals. A

3.16 More intensive preventive approaches should be considered in individuals who are at particularly 
high risk of progression to diabetes, including individuals with BMI ≥35 kg/m2, those with higher 
glucose levels (e.g., fasting plasma glucose 110–125 mg/dL [6.1–6.9 mmol/L], 2-h post-challenge 
glucose 173–199 mg/dL [9.6–11.0 mmol/L], and A1C ≥6.0% [≥42 mmol/mol]), and individuals with a 
history of gestational diabetes mellitus. A

25

3. Prevention or Delay of Diabetes and Associated Comorbidities

Section 4.

Comprehensive Medical Evaluation and 
Assessment of Comorbidities

(https://doi.org/10.2337/dc26-S004)
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4. Comprehensive Medical Evaluation and Assessment of Comorbidities

Figure 4.1

Comprehensive Medical Evaluation and Assessment of Comorbidities: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S61-S88

31

4. Comprehensive Medical Evaluation and Assessment of Comorbidities

Figure 4.2

Comprehensive Medical Evaluation and Assessment of Comorbidities: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S61-S88

Section 5.

Facilitating Positive Behaviors and Well-being 
to Improve Health Outcomes

(https://doi.org/10.2337/dc26-S005)
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Diabetes Self-Management Education and 
Support
5.1 Advise all people with diabetes to participate in developmentally and culturally 
appropriate diabetes self-management education and support (DSMES) to facilitate 
informed decision-making, self-care behaviors, problem-solving, and active collaboration 
with the health care team. A

5.2 Provide DSMES at diagnosis, annually and/or when not meeting treatment goals, when 
complicating factors develop (e.g., medical, functional, and psychosocial), and when 
transitions in life and care occur. E

5.3 Assess clinical outcomes, health status, and well-being as key goals of DSMES on an 
individualized timeframe. C

5.4 Use behavioral strategies (e.g., motivational interviewing, goal setting, problem-solving) 
to support DSMES and engagement in behaviors known to optimize health-related quality of 
life and outcomes. A

34

5. Facilitating Positive Behaviors and Well-being to Improve Health Outcomes

Medical Nutrition Therapy

5.10 Provide individualized medical nutrition therapy by referring people with prediabetes or 
diabetes to a registered dietitian nutritionist, preferably one who has comprehensive 
experience in diabetes care. A

5.11 Diabetes medical nutrition therapy can result in cost savings B and improved 
cardiometabolic outcomes A and should be reimbursed by insurance. E 

5.12 Provide an overweight/obesity treatment plan based on their nutrition, physical activity, 
and behavioral health status for all people with overweight or obesity, aiming for at least 5–
7% weight loss. A

5.13 For diabetes prevention and management of people with prediabetes or diabetes, 
recommend individualized meal plans that keep nutrient quality, total calories, and 
metabolic goals in mind. B

35

5. Facilitating Positive Behaviors and Well-being to Improve Health Outcomes

36

5. Facilitating Positive Behaviors and Well-being to Improve Health Outcomes

Table 5.2

Facilitating Positive Heath Behaviors and Well-being to Improve Health Outcomes: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S89-S131
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Physical Activity

5.34 Evaluate baseline physical activity and sedentary time for all people with diabetes and 
those at risk for diabetes. For people who do not meet activity guidelines, encourage an 
increase in physical activities above baseline with the goal of meeting activity guidelines. B 
Counsel that prolonged sitting should be interrupted at least every 30 min for blood glucose 
and other benefits. C

5.35 Counsel children and adolescents with type 1 diabetes C or type 2 diabetes B to 
engage in 60 min/day or more of moderate- or vigorous-intensity aerobic activity, with 
muscle-strengthening and bone-strengthening activities at least 3 days/week, and to limit 
the amount of time being spent sedentary, including recreational screen time. C

5.36 Counsel most adults with type 1 diabetes C and type 2 diabetes B to engage in 150 
min or more of moderate-to vigorous-intensity aerobic activity per week, spread over at 
least 3 days/week, with no more than 2 consecutive days without activity. Shorter durations 
(minimum 75 min/week) of vigorous-intensity or interval training may be sufficient for more 
physically fit individuals. 

37

5. Facilitating Positive Behaviors and Well-being to Improve Health Outcomes

Smoking Cessation: Tobacco, e-Cigarettes, 
and Cannabis
5.40. Ask people with diabetes routinely about the use of tobacco or vape products. A 
Advise complete avoidance of tobacco and vaping. A For individuals who use these 
products, provide or refer for combination treatment consisting of tobacco and/or vape 
product(s) cessation counseling and pharmacologic therapy. A

5.41 Advise people with type 1 diabetes C and those with other forms of diabetes at risk for 
diabetic ketoacidosis not to use recreational cannabis in any form. E

38

5. Facilitating Positive Behaviors and Well-being to Improve Health Outcomes

Psychosocial Care

5.42 Provide psychosocial care to all people with diabetes as part of routine medical care 
delivered by trained health care professionals using a collaborative, person-centered, 
culturally informed approach. A

5.43 Implement screening protocols for psychosocial concerns, preferably using age-
appropriate standardized and validated tools. Screen at least annually or when there is a 
change in health status, treatment, or life circumstances. C

5.44 Refer to behavioral health professionals or other trained health care professionals, 
ideally those with experience in diabetes, for further assessment and treatment of 
psychosocial concerns as indicated. B

39

5. Facilitating Positive Behaviors and Well-being to Improve Health Outcomes
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5. Facilitating Positive Behaviors and Well-being to Improve Health Outcomes

Table 5.5

Facilitating Positive Heath Behaviors and Well-being to Improve Health Outcomes: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S89-S131

Diabetes Distress

5.45 Screen for diabetes distress at least annually in people with diabetes, caregivers, and 
family members, and repeat screening when treatment goals are not met, at transitional 
times, and/or in the presence of diabetes complications. Health care professionals should 
consider referral to a qualified behavioral health professional, ideally one with experience in 
diabetes, for further assessment and treatment if not adequately addressed during medical 
appointments. B

41

5. Facilitating Positive Behaviors and Well-being to Improve Health Outcomes

Sleep Health

5.56 Screen for sleep health in people with prediabetes, diabetes, and those at risk for 
diabetes, including sleep disorders and diabetes-related sleep disruptions. Refer to sleep 
medicine specialists and/or qualified behavioral health professionals or diabetes care team 
as indicated. B

5.57 Counsel people with diabetes to practice sleep-promoting routines and habits. A

42

5. Facilitating Positive Behaviors and Well-being to Improve Health Outcomes
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5. Facilitating Positive Behaviors and Well-being to Improve Health Outcomes

Figure 5.2

Facilitating Positive Heath Behaviors and Well-being to Improve Health Outcomes: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S89-S131

Section 6.

Glycemic Goals, Hypoglycemia, and 
Hyperglycemic Crises

(https://doi.org/10.2337/dc26-S006)

Glycemic Assessment

6.1 Assess glycemic status by A1C A and/or continuous glucose monitoring (CGM) metrics 
such as time in range, time above range, and time below range. B Fructosamine or CGM 
can be used for glycemic monitoring when an alternative to A1C is required. B

6.2 Assess glycemic status at least two times a year, and more frequently (e.g., every 3 
months) for individuals not meeting glycemic goals or with recent treatment changes, 
frequent or severe hypoglycemia or hyperglycemia, or changes in health status, or during 
periods of rapid growth and development in children and adolescents. E

45

6. Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises
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46Table 6.1

Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S132-S149

6. Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

47

6. Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

Table 6.3

Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S132-S149

48

6. Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

Figure 6.1

Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S132-S149
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Hypoglycemia Assessment, Prevention, 
and Treatment

6.10 Review history of hypoglycemia at every clinical encounter for all individuals at risk for 
hypoglycemia, and evaluate hypoglycemic events as indicated. C

6.11 Screen individuals at risk for hypoglycemia for impaired hypoglycemia awareness at least 
annually and when clinically appropriate. E Refer to a trained health care professional for 
evidence-based intervention to improve hypoglycemia awareness. A

6.12 Screen individuals at high risk for hypoglycemia or with severe and/or frequent hypoglycemia 
for fear of hypoglycemia at least annually and when clinically appropriate. E Refer to a trained 
health care professional for evidence-based intervention. A

6.13 Consider an individual’s risk for hypoglycemia (see Table 6.5) when selecting diabetes 
medications and glycemic goals. B

6.14 Use of CGM is beneficial and recommended for individuals at high risk for hypoglycemia. A

6.15 Glucose is the preferred treatment for the conscious individual with glucose <70 mg/dL (<3.9 
mmol/L), although any form of carbohydrate that contains glucose may be used. Avoid using 
foods or beverages high in fat and/or protein for initial treatment of hypoglycemia. Fifteen minutes 
after initial treatment, repeat the treatment if hypoglycemia persists. B 49

6. Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

50

6. Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

Table 6.4

Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S132-S149

Hyperglycemic Crises: Diagnosis, 
Management, and Prevention
6.21 Review history of hyperglycemic crises (i.e., diabetic ketoacidosis and hyperglycemic 
hyperosmolar state) at every clinical encounter for all individuals with diabetes at risk for 
these events. C

6.22 Provide structured education on the recognition, prevention, and management of 
hyperglycemic crisis to all individuals with type 1 diabetes, those with type 2 diabetes who 
have experienced these events, and people at high risk for these events. B

51

6. Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises
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6. Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

Table 6.8

Glycemic Goals, Hypoglycemia, and Hyperglycemic Crises

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S132-S149

Section 7.

Diabetes Technology

(https://doi.org/10.2337/dc26-S007)

Continuous Glucose Monitoring Devices

7.15 Use of CGM is recommended at diabetes onset and anytime thereafter for children, 
adolescents, and adults with diabetes who are on insulin therapy, A on noninsulin therapies 
that can cause hypoglycemia, C and on any diabetes treatment where CGM helps in 
management. C The specific CGM device and method for use should be made based on 
the individual’s circumstances, preferences, and needs. E

7.16 In people with diabetes on insulin therapy, CGM devices should be used as close to 
daily as possible for maximal benefit. A People with diabetes should have uninterrupted 
access to their supplies to minimize gaps in CGM. A

7.17 During pregnancy for individuals with type 1 diabetes, CGM can help achieve glycemic 
goals (e.g., time in range and time above range) A and A1C goal B and may be beneficial 
for other types of diabetes in pregnancy. E See section 15, “Management of Diabetes in 
Pregnancy,” for more detail regarding use of technology in pregnancy.

54

7. Diabetes Technology
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Continuous Glucose Monitoring Devices 
(continued)
7.18 In circumstances when consistent use of CGM is not feasible, consider periodic use of 
personal or professional CGM to adjust medication and/or lifestyle. C

7.19 Skin reactions, either due to irritation or allergy, should be assessed and addressed to 
aid in successful use of devices. E

7.20 People who wear CGM devices should be educated on potential interfering substances 
and other factors that may affect accuracy. C

55

7. Diabetes Technology

56

7. Diabetes Technology

Table 7.3

Diabetes Technology: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S150-S165

Insulin Delivery (syringes and pens) 

7.21 For people with insulin-requiring diabetes on MDI, insulin pens are preferred in most 
cases. Still, insulin syringes may be used for insulin delivery considering individual and 
caregiver preference, insulin type, availability in vials, dosing therapy, cost, and self 
management capabilities. C

7.22 Insulin pens or insulin injection aids are recommended for people with dexterity issues 
or vision impairment or when decided by shared decision making to facilitate the accurate 
dosing and administration of insulin. C

7.23 Offer connected insulin pens for people with diabetes taking multiple daily insulin 
injections when appropriate. B

7.24 FDA-approved insulin dose calculators/decision support systems may be helpful for 
calculating insulin doses. B

57

7. Diabetes Technology
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Insulin Delivery (Pumps and Automated 
Delivery Systems) 

7.25a AID systems are the preferred insulin delivery method over multiple daily injections 
(MDI), CSII, and sensor- augmented pump in people with type 1 diabetes, A adults with 
type 2 diabetes, A children and adolescents with type 2 diabetes, E and other forms of 
insulin-deficient diabetes. B–E Choice of an AID system should be made based on the 
individual’s circumstances, preferences, and needs. E

7.25b Consider AID systems for select people with type 2 diabetes treated with basal insulin 
not achieving individualized glycemic goals. B Choice of an AID system should be made 
based on the individual’s circumstances, preferences, and needs. E

7.26 Individuals with diabetes who have been using CSII and/or AID should have continued 
access across third party payors. E

58

7. Diabetes Technology

Inpatient Care

7.29 In people with diabetes wearing personal CGM, the use of CGM should be continued 
when clinically appropriate during hospitalization, with confirmatory point-of-care glucose 
measurements for insulin dosing and hypoglycemia assessment and treatment under an 
institutional protocol. B

7.30 Continue use of insulin pump or AID in people with diabetes who are hospitalized 
when clinically appropriate. This is contingent upon availability of necessary supplies, 
resources, training, ongoing competency assessments, and implementation of institutional 
diabetes technology protocols. C

59

7. Diabetes Technology

Section 8.

Obesity and Weight Management for the 
Prevention and Treatment of Diabetes

(https://doi.org/10.2337/dc26-S008)

58
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Assessment and Monitoring of the 
Individual with Overweight or Obesity
8.1 Use person-centered, nonjudgmental language that fosters collaboration between individuals and 

health care professionals, including person-first language (e.g., “person with obesity” rather than 

“obese person” and “person with diabetes” rather than “diabetic person”).  E

8.2a Screen for overweight and obesity using BMI annually. To confirm excess adiposity, additional 

assessments of body fat using anthropometric assessments (e.g., waist-to-hip ratio) or direct 

measurements (e.g., dual-energy X-ray absorptiometry, bioelectrical impedance analysis) could be 

considered where available/feasible. E

8.2b Monitor obesity-related anthropometric measurements at least annually to inform treatment 

considerations. During active weight management treatment, increase monitoring to at least every 3 

months. E

8.3 Accommodations should be made to provide privacy during anthropometric measurements. E

61

8. Obesity and Weight Management for the Prevention and Treatment of Diabetes

Assessment and Monitoring of the Individual 
with Overweight or Obesity (continued)
8.4 In people with type 2 diabetes and overweight or obesity, weight management should 

represent a primary goal of treatment along with glycemic management. A

8.5 Provide weight management treatment, aiming for any magnitude of weight loss. Weight 

loss of 5–7% of baseline weight improves glycemia and other intermediate cardiovascular 

risk factors. A Sustained loss of >10% of body weight usually confers greater benefits, 

including disease-modifying effects and possible remission of type 2 diabetes A and may 

improve long-term cardiovascular outcomes and mortality. B 

8.6 Individualize initial treatment approaches for obesity (i.e., lifestyle and nutritional 

therapy, pharmacologic therapy, or metabolic surgery) A based on the person’s medical 

history, life circumstances, and preferences. C Consider combining treatment approaches if 

appropriate. C

62

8. Obesity and Weight Management for the Prevention and Treatment of Diabetes

Section 9.

Pharmacologic Approaches to Glycemic 
Treatment

(https://doi.org/10.2337/dc26-S009)

61
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9. Pharmacologic Approaches to Glycemic Treatment

Figure 9.4

Pharmacologic Approaches to Glycemic Treatment: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S183-215

65

9. Pharmacologic Approaches to Glycemic Treatment

Figure 9.4 (continued)

Pharmacologic Approaches to Glycemic Treatment: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S183-215
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9. Pharmacologic Approaches to Glycemic Treatment

Table 9.2

Pharmacologic Approaches to Glycemic Treatment: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S183-215
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9. Pharmacologic Approaches to Glycemic Treatment

Table 9.2 (continued)

Pharmacologic Approaches to Glycemic Treatment: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S183-215

68

9. Pharmacologic Approaches to Glycemic Treatment

Table 9.2 (continued)

Pharmacologic Approaches to Glycemic Treatment: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S183-215
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9. Pharmacologic Approaches to Glycemic Treatment

Table 9.2 (continued)

Pharmacologic Approaches to Glycemic Treatment: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S183-215
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9. Pharmacologic Approaches to Glycemic Treatment

Figure 9.5

Pharmacologic Approaches to Glycemic Treatment: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S183-215

71

9. Pharmacologic Approaches to Glycemic Treatment

Figure 9.5 (continued)

Pharmacologic Approaches to Glycemic Treatment: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S183-215
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9. Pharmacologic Approaches to Glycemic Treatment

Figure 9.5 (continued)

Pharmacologic Approaches to Glycemic Treatment: 

Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S183-215
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Additional Recommendations For All 
Individuals with Diabetes
9.24 Include healthy behaviors, diabetes self-management education and support, avoidance of 
therapeutic inertia, and social determinants of health as essential components of the glucose-lowering 
management of diabetes. A

9.25 Use of continuous glucose monitoring (CGM) is recommended at diabetes onset and anytime 
thereafter for adults with diabetes who are on insulin therapy, A on noninsulin therapies that can 
cause hypoglycemia, B and on any diabetes treatment where CGM aids in management. B The 
choice of CGM device and method for use should be made based on the individual’s circumstances, 
preferences, and needs. B

9.26 Monitor for signs of overbasalization during insulin therapy, such as significant bedtime-to-
morning or postprandial-to-preprandial glucose differential, occurrences of hypoglycemia (aware or 
unaware), and high glycemic variability. When overbasalization is suspected, a thorough reevaluation 
should occur promptly to further tailor therapy to the individual’s needs. E

9.27 Automated insulin delivery systems should be offered to all adults with type 1 and 2 diabetes on 
insulin depending on the person’s or caregiver’s needs and preferences. A

73

9. Pharmacologic Approaches to Glycemic Treatment
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Hypertension and Blood Pressure 
Management – Screening and Diagnosis
10.1 Blood pressure should be measured at every routine clinical visit, or at least every 6 
months. Individuals found to have elevated blood pressure without a diagnosis of 
hypertension (systolic blood pressure 120–129 mmHg and diastolic blood pressure <80 
mmHg) should have blood pressure confirmed using multiple readings, including 
measurements on a separate day, to diagnose hypertension. A Hypertension is defined as a 
systolic blood pressure ≥130 mmHg or a diastolic blood pressure ≥80 mmHg based on an 
average of two or more measurements obtained on two or more occasions. A Individuals 
with blood pressure ≥180/110 mmHg and cardiovascular disease could be diagnosed with 
hypertension at a single visit. E

10.2 Counsel all people with hypertension and diabetes to monitor their blood pressure at 
home after appropriate education. A

76

10. Cardiovascular Disease and Risk Management

79

10. Cardiovascular Disease and Risk Management

Figure 10.3
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Figure 10.5
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Figure 10.6
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11. Chronic Kidney Disease and Risk Management

Figure 11.1
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Figure 11.2
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Section 12.

Retinopathy, Neuropathy, and Foot Care

(https://doi.org/10.2337/dc26-S012)

Diabetic Retinopathy - Screening

12.3 Adults with type 1 diabetes should have an initial dilated and comprehensive eye 
examination by an ophthalmologist or optometrist 5 years after the onset of diabetes. B

12.4 People with type 2 diabetes should have an initial dilated and comprehensive eye 
examination by an ophthalmologist or optometrist at the time of the diabetes diagnosis. B

12.5 If there is no evidence of retinopathy from one or more annual eye exams and 
glycemic indicators are within the goal range, then screening every 1–2 years may be 
considered. If any level of diabetic retinopathy is present, subsequent dilated retinal 
examinations should be repeated at least annually by an ophthalmologist or optometrist. If 
retinopathy is progressing or sight threatening, then examinations by an ophthalmologist will 
be required more frequently. B
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Diabetic Retinopathy – Screening 
(continued)
12.6 Programs that use retinal photography with remote reading or the use of U.S. Food 
and Drug Administration– approved artificial intelligence algorithms to improve access to 
diabetic retinopathy screening are appropriate screening strategies for diabetic retinopathy. 
Such programs need to provide pathways for timely referral for a comprehensive eye 
examination when indicated. B

12.7 Counsel individuals of childbearing potential with preexisting type 1 or type 2 diabetes 
who are planning pregnancy or who are pregnant on the risk of development and/or 
progression of diabetic retinopathy. B

12.8 Individuals with preexisting type 1 or type 2 diabetes should receive an eye exam 
before pregnancy as well as in the first trimester and may need to be monitored every 
trimester and for 1 year postpartum as indicated by the degree of retinopathy. B
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Visual Rehabilitation

12.15 People who experience diabetes-related vision loss should be counseled on the 
availability and scope of vision rehabilitation care and provided, or referred for, a 
comprehensive evaluation of their visual impairment by a practitioner experienced in vision 
rehabilitation. E

12.16 People with diabetes-related vision loss should receive educational materials and 
resources for eye care support in addition to self-management education (e.g., glycemic 
management and hypoglycemia awareness). E
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Neuropathy – Screening

12.17 All people with diabetes should be assessed for diabetic peripheral neuropathy 
starting at diagnosis of type 2 diabetes and 5 years after the diagnosis of type 1 diabetes 
and at least annually thereafter. B

12.18 Assessment for distal symmetric polyneuropathy should include a careful history and 
assessment of either temperature or pinprick sensation (small-fiber function) and vibration 
sensation using a 128-Hz tuning fork (large-fiber function). All people with diabetes should 
have annual 10-g monofilament testing to identify feet at risk for ulceration and amputation. 
B

12.19 Symptoms and signs of autonomic neuropathy should be assessed in people with 
diabetes starting at diagnosis of type 2 diabetes and 5 years after the diagnosis of type 1 
diabetes, and at least annually thereafter, and with evidence of other microvascular 
complications, particularly kidney disease and diabetic peripheral neuropathy. Screening 
can include asking about orthostatic dizziness, syncope, early satiety, erectile dysfunction, 
changes in sweating patterns, or dry cracked skin in the extremities. Signs of autonomic 
neuropathy include orthostatic hypotension, a resting tachycardia, or evidence of peripheral 
dryness or cracking of skin. E
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Neuropathy – Treatment

12.20 Optimize glucose management to prevent or delay the development of neuropathy in 
people with type 1 diabetes A and to slow the progression of neuropathy in people with type 
2 diabetes. C Optimize weight, blood pressure, and serum lipid management to reduce the 
risk or slow the progression of diabetic neuropathy. B

12.21 Assess and treat pain related to diabetic peripheral neuropathy B and symptoms of 
autonomic neuropathy to improve quality of life. E

12.22 Gabapentinoids, serotonin - norepinephrine reuptake inhibitors, tricyclic 
antidepressants, and sodium channel blockers are recommended as initial pharmacologic 
treatments for neuropathic pain in diabetes. A Combinations of these medications can 
provide additional relief of neuropathic pain. A Opioids, including tramadol and tapentadol, 
should not be used for neuropathic pain treatment in diabetes given the potential for 
adverse events except in rare circumstances. B
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Foot Care

12.23 Perform a comprehensive foot evaluation at least annually to identify risk factors for 

ulcers and amputations. A

12.24 The examination should include inspection of the skin, assessment of foot 

deformities, neurological assessment (10-g monofilament testing or Ipswich touch test with 

at least one additional assessment: pinprick, temperature, or vibration), and vascular 

assessment, including pulses in the legs and feet. B

12.25 Individuals with evidence of sensory loss or prior ulceration or amputation should 

have their feet inspected at every visit. A

12.26 Obtain a prior history of ulceration, amputation, Charcot foot, angioplasty or vascular 

surgery, cigarette smoking, retinopathy, and renal disease and assess current symptoms of 

neuropathy (e.g., pain, burning, numbness) and vascular disease (e.g., leg fatigue, 

claudication). B
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Foot Care (continued)

12.27 Initial screening for peripheral artery disease (PAD) should include assessment of 
lower-extremity pulses, capillary refill time, rubor on dependency, pallor on elevation, and 
venous filling time. Individuals with a history of leg fatigue, claudication, and rest pain 
relieved with dependency or decreased or absent pedal pulses should be referred for ankle-
brachial index with toe pressures and for further vascular assessment as appropriate. B

12.28 An interprofessional approach facilitated by a podiatrist in conjunction with other 
appropriate team members is recommended for individuals with foot ulcers and high-risk 
feet (e.g., those on dialysis, those with Charcot foot, those with a history of prior ulcers or 
amputation, and those with PAD). B

12.29 Refer individuals who smoke and have a history of prior lower-extremity 
complications, loss of protective sensation, structural abnormalities, or PAD to foot care 
specialists for ongoing preventive care and lifelong surveillance. B These individuals should 
also be provided with information on the importance of smoking cessation and referred for 
counseling on smoking cessation. A
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Foot Care (continued)

12.30 Provide general preventive foot self-care education to all people with diabetes, 
including those with loss of protective sensation, on appropriate ways to examine their feet 
(palpation or visual inspection with an unbreakable mirror) for daily surveillance of early foot 
problems. B

12.31 The use of specialized therapeutic footwear is recommended for people with diabetes 
at high risk for ulceration, including those with loss of protective sensation, foot deformities, 
ulcers, callous formation, poor peripheral circulation, or history of amputation. B

12.32 For chronic diabetic foot ulcers that have failed to heal with optimal standard care 
alone, adjunctive treatment with randomized controlled trial–proven advanced agents 
should be considered (e.g., negative-pressure wound therapy, several skin substitutes, or 
topical oxygen therapy). A
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